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Chapter I 
Introduction 
In October, 1938, a demonstration in the o pen-ai~ care 
of children with rheumatic fever and rheumatic heart disease 
was inaugurated at the Sharon Sanatorium, Sharon, Massachu-
setts. One of the pavilions of the Sanatorium, which accom-
modates twenty children, was used for this experiment. The 
children have been selected from the m1ildren's Hospital in 
Boston. Their placement has been financed in part by The 
Children 's Mission to Children and in part by the Sanatorium. 
Pri marily this has been an experiment in hos-
pi tal ization based on an attempt to determine whether 
a rheumatic child .in a carefully controlled, open-
air environment can be kept free of respiratory 
infections, and whether the infectfon itself responds 
favorably to such an environment. 
Arrangements were made for both medical and social ser-
vices in the selection and treatment of children. The Chil-
dren's Mission to Children, a child-placing a gency in Boston, 
assumed responsibility for social service. This a gency 
specializes in case-work services for children with medical 
problems. Most of its work is with children who have rheu-
matic fever and rheumatic heart disease. 
1 .John P. Hubbard and Walter A. Griffin, "Open 
Air Sanatorium Care for Patients with Rheumatic Fever 
and Rheuma tie Heart Disease, 11 .!h.!! ~ !_ngland Journal 
of Medicine, 223; 24, December 12, 1940, p. 968. 
In eo-operation with physicians and hospitals, it o~~ers 
several types of convalescent care for this group of children. 
Under its immediate administration, it maintains medical 
foster homes, which are priva te homes housinc from four to 
fifteen children, run by trained nurses under medical super-
vision, and characterized by a homelike atmosphere and elas-
ticity of re~ulation. The agency also furnishes case-work 
services for children in their own homes. Non-medical foster 
homes are also provided for children who are well enough to 
carry on normal activity but for some reason need care away 
from their own homes. Individualization of the needs of a 
child is the basis for determining the type of care recom-
mended. 
Constant evaluation of the different kinds of care i s 
bein g made by the agency in an effort to contribute to a 
community program for the care of children with rheumatic 
fever. In addition, the function of the agency has been so 
delineated that ·it specifically includes the maintenance of 
study projects for determi ning better methods of care for 
children with health problems. 
The Children's Mission to Children entered on its first 
venture in the hospital type of care of children with medical 
. -
problems when it decided to co-operate in the experiment at 
Sharon. It was consequently without precedent for workin~ 
out many problems that arose. References to other tYPes of 
2 
care could not furnish the answer because of essential dif-
ferences in the kinds of care and because of special aspects 
of the set-up at Sharon. As a result problems of organiza-
tion and the adaptation of its function as a child-placinc 
agency to a special situation have occupied the attention of 
the social workers as much as the treatment of the children 
themselves. 
The original plan for this particular study was to de-
scribe the exneriment in such a way that the aims and results 
of social treatment for the fifty-seven children treated 
during the period from October, 1938, to March, 1941, could 
be eva luated. After discussion with the a gency executive, 
the present social worker, and the case-work supervisor, and 
after reading the case records, it became apparent that it 
was too soon for such an evaluation. Furthermore, it was 
felt that the proposed evaluation should be preceded by a 
statement of the experiment as a whole.· 
As has been said, the agency entered this experiment as 
a study project. The value of social work in carryin' out 
medical aims was reco gnized. Throughout all the work of the 
agency, of course, runs the objective of gainin~ new insights 
and methods in helpin~ children to adjust to problems brought 
about by their illness. In addition to this, and as a spe-
cial f eature of this experiment, the agency wished to learn 
what advantages this type of care afforded both from a medi-
3 
cal and social point of view as a community resource for the 
treatment of rheumatic fever. In terms of future planning 
attention has been centered on the co-ordination of the ser-
vices of those responsible for the dai ly care of the children 
in the Sanatorium and the services o ~ the social a gency. 
Since the administration of the Sanatorium itself is 
not under the auspices of the agency, problems of dual ad-
ministration and staff relationships assumed a position of 
importance in defining and limiting case-work services. It 
was also necessary to determine wherein the institutional 
aspects of this type of convalescent care differed from other 
types of care offered by the agency and what effect these 
mi ght have on the kind and quality of social services. 
This preliminary study is descriptive rather than ana-
lytical. The origin, objectives, organization, and set-up 
of the experiment are given. An attempt is made to relate 
the care given at Sharon to the general problem of the treat-
ment of rheumatic fever especially in regard to placement 
of children away from their own homes. A description of the 
various services furnished is given to show how an attempt 
is made to meet the total needs of a child in giving him 
this care. Emphasis is put on the place of social service 
. in the program. The purpose is not to determine how effec-
tive this has been but by a description of the working method, 
illustrations of treatment in individual cases, and a statis-
4 
tical description of the children and their families, to show 
what its scone has been and what were the problems in work-
ing out its objectives. 
Material has been gathered from several sources. The 
case records of the Children's Mission to Children for the 
fifty-seven children cared for at Sharon during the period 
from October, 1938, to March, 1941, have been read and ana-
lyzed. The records have also been used as a source of sta-
tistical data which are descri ptive of some social and econ-
omic factors pertaining to the children and their families 
and some facts relating to the group at Sharon. From these 
records an attempt was made to learn how treatment at each 
stage of the placement process was related to the aims of 
this experiment. Individual cases were chosen to illustrate 
the kinds o'! problems dealt with and the nature of the 
services offered. 
Other material has been obtained through observation, 
consultation with various individuals connected with differ-
ent aspects of the experiment, agreements and reports per-
taining to the part of the social agency in organi zation a.nd 
administration of the experiment, and unpublished medical 
and social service reports. 
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Chapter II 
Description of the Exneriment: Origins, 
Objectives, and Set-up 
One of the most serious health problems facing the coun-
try today is the treatment of rheuma tic fever and rheumatic 
heart disease, especially among children. Although the sta-
tistics are inadequate, it is known to be widespread and to 
have a high mortality rate. The damage it causes in terms 
of physical handicaps is apparent to any one who has seen 
individual cases. Control and prevention of the disease 
have been retarded because its etiology is unknown and be-
cause the community has not been aroused to meet the nroblem. 
Pioneer efforts are being made to apply the knowledge that 
has be8n gained from extensive research in developing methods 
of treatment which will prevent life-long crippling effects 
and perhaps add to the kno,Nledge of the disease itself. For 
these efforts to meet with success, it is necessary that the 
magnitude of the problem be recognized and approached on a 
nation-wide scope. Much hope for this lies in the fact that 
the United States Children's Bureau has recently approved 
the extension of state services for crippled children to in-
clude children with rheumatic fever and rheumatic heart 
disease. 
6 
The experiment at Sharon was set up in recognition of 
the inadequacy of facilities in Boston for the care of rheu-
matic fever patients and the consequent need to develop a 
method of care which is both economical and effective~ · 
The Sharon Sanatorium is located in Sharon, Massachu-
setts, about .twenty miles from Boston. It was founded fifty 
years ago by Dr. Vincent Y. Bowditch as a pion~er insti~ution 
to demonstrate that tuberculosis could be successfully treated 
by New England communities in local sanatoria. The experiment 
met with great success, and the directors of the sanatorium 
decided to experiment further and, therefore, selected the 
open-air care of children with rheumatic fever for study. 
In the fall of 1938 one of the pavilions previously used as 
a preventorium for tuberculosis began to be used for this 
new type of service. 
The Children's Hospital of Boston, through Dr. Kenneth 
Blackfan, Chief of the Medical Service, and Dr. John P. 
Hubbard, Associate Physician of the Hospital, is co-operating 
in the experiment. The Children's Mission to Children is 
furnishing both financial assistance and social service. 
The purpose of this experiment as stated by Dr. Hubbard 
has been 
• • • an attempt to determine whether a rheumatic 
child in a carefully controlled open-air environ-
ment can be kept free of respiratory infections 
7 
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and whether the infection itself responds favorably 
to such an environment~ 1 
Two facts about rheumatic fever have furnished the basis 
for this plan. 
First, rheumatic fever flourishes .among under-
nourished children crowded together in unhygienic 
conditions. Second, there is a tendency of the dis-
ease to recur follow~n g respiratory infections, with 
each renewed attack increasing the likelihood of 
nermanent heart damage. The~iology of the disease 
has been subjected to intensive research. The 
resistance of the individual child, however, has 
received comparatively little consideration, despite 
the fact that it will undoubtedly play an essential 
role in the ultimate control of the disease, even · 
after the etiology is known. The purpose, therefore, 
is to build up the general health of the children·, 
to increase their resistance to respiratory infec-
tions, and to decrease thereby the incidence of 
recurrences of rheumatic fever. 2 
Th~ agreement between the social agency and the Sharon 
Sanatorium states that the latter shall furnish the building, 
the services of the resident personnel (including a teacher 
and an occupationaJ. therapist), board, laundry work, and · 
supervision. The Children's Mission to Children agreed to 
maintain ·twenty patients in the pavilion for a period of 
f~rty weeks of . the year arid to pay a ·specified rate per week 
for each child. Clothes, dent~stry, transportation services, · 
special medicines, and incidental expenses are procured by the 
social agepcy, the parents of the children making a contribu-
1 Hubbard and Griffin, Qn• £!!., p~ 968. 
2 .John P. Hubbard, "Open-AU: ~ Qf. Rheumatic 
Children at the Sharon Sanatorium," unpublished 
medical report, The Children's Mission to Children, 
June, 1939. · 
tion when possible. Laboratory equi pment and ro uti.n e work 
are furnished by the Sanatorium. 
The medical responsibility is shared by the physician 
of The Children's Miss ion to Childrent Dr. Hubbard, a.nd 
the Superintendent of Sharon, Dr. Griffin. The treasurers 
of bo.th organizations work together to direct financial 
arrangements. Primary responsibility from the social agency's 
standpoint rests in a Co mmittee of the Board of Directors. 
A new a greement which is pending acceptance more clearly 
defines the role of the Children's Mission to Children. 
Besides stating financial arrangements, the agency has asked 
for a voice in the selection of the resident personnel at 
Sharon. The social worker who is non-resident is on the 
staff of the agency. Provision is also made for the social 
worker to work directly with the physicians in planning the 
program of care such as daily rest periods, diet, activiti es, 
etc. The social service responsibilities are defined as 
resting with the agency, and its representative is given 
respon s ibility for adv i sing the matron and staff a t Sharon 
on non-medica l problems arising within the group and joint 
responsibility with t he physici ans for admission plans for 
the children. In accordance with the present procedure, 
opportunities for conferences of all persons concerned in the 
care of the children are provided. 
The discussion of object i ves as particularly related 
9 
to social service will be deferred until a later chapter.· 
It is necessary here to describe the set-up at Sharon in 
order to give a complete picture. 
The children's pavilion used for the group is set apart 
from the rest of the Sanatorium buildin gs which are all in 
open country. The full capacity is twenty children: ten boys 
and ten girls. The children. are not allowed any contact with 
the other buildings, except that the food is prepared in a 
common kitchen. 
The children's pavilion is designed for life out of 
doors. The children sleep on a. covered porch even in the 
coldest weather. Vfuen it rains or snows, they are drawn 
back through sliding doors to an inner section. The latter 
may be heated and serves as a play room during rainy weather. 
There is an airy, well-ventilated school room on the second 
floor for those who are able to be up. 
The grounds are spacious and amply equipped with appara-
tus for play. A covered shelter is used for . periods of 
occupational therapy. · 
The routine of the Sanatorium is comparatively rigid. 
School, religious instruction, recreation, and rest are 
arranged according to schedule although, of course, all ac-
tivities are highly individualized as necessitated by a. 
child's specific physical condition •. 
The personnel is partly resident and partly non-resident. 
10 
Thos e resident at Sharon are physician (Dr. Griffin), two 
graduate nurses, ward maids, and kitchen help. Those non-
resident are: physician (Dr. Hubbard, visiting every week 
and on call at all times), the social worker, the occupational 
therapist, school teacher (daily durin g the week), technician 
for sedimentation rates and blood counts (on call at the re-
quest of Dr. Hubbard), the dentist in Sharon (attending chil-
dren in the Sanatorium or in his office). 
l~ost of t he children have be8n selected from the Rheu-
matic Fever Clinic of the Children's Hospital. The exceptions 
are a few cases which had been in medical foster homes under 
the supervision of the Children's Mission to Children and re-
ferrals from doctors in other children's clinics. In every 
case Dr. Hubbard examined the child and determined whether or 
not he was suitable for care at Sharon. 
At the beginning the criteria for selection were as 
follows: 
1. Well established diagnosis of rheumatic fever; 
2. Freedom from a degree of heart damage sufficient to 
limit activity; 
3. Active infection recently in the past; 
4. Freedom from active infection at the time of place-
ment, as shown by clinical and laboratory studies; 
5. Approval of the social worker from the point of view 
of the co-operation of the family and the child during 
11 
and after placement; 
6:. Ages seven to twelve years. 
For the first year it was decided that the group would 
be kept a closed colony, that is, the children were admitted 
in the fall and no further admissions were made during the 
winter and spring months. In the second year this policy was 
discontinued, as it was found that some children could be dis-
charged sooner than planned. 
After the first year it was also decided that th~ group 
could include some children who might be in the active phases 
of their rheumatic infection at the time of placement and who 
might have a more severe degree of heart damage. No children 
with chorea or heart failure, however, were to be admitted. 
The age limits were changed to five to twelve years. 
Several definite rules have been established to guard 
against the introduction of infections. No other children 
other than those selected for the rheumatic-fever study are 
cared for in the pavilion. No individual with any infection 
is allowed to come in contact with the group. Visiting is 
restricted to parents one aft~rnoon a week, and they are re-
quired to wear masks. Any child developing an elevation of 
temperature or any signs of respiratory or other infection 
is isolated. Careful examination is made before placement 
of every child for the presence of, or exposure to, any con-
tagious illness. 
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Besides deciding if a child is suitable for referral on 
the basis of the criteria stated above, Dr. Hubbard visits 
the children weekly and on the basis o~ examination, medical 
charts, conferences with Dr. Griffin, the matron, and the 
social worker, makes decisions about the care and permissible 
activity. Sedimentation rates, a technical method of deter-
mining the presence of infection in the blood, are done on ~e 
a month or more often if indicated. A well-regulated, opti ·m-.; --
al diet with supplementary cod-liver oil and orange juice is 
provided. Special diets are given as recommended by the 
doctor.' 
It will be noted that the purpose of this experiment is 
primarily medical. Selection of the children initiates with 
the physician. He is responsible for the regime of the Sana-
torium in so f a r as it has any bearing on the health of the 
children and on its adaptation for each child in view of his 
decision as to its physical condition. He is also the one 
who decides when the child should be discharged, although the 
social worker is consulted about the suitability of the home 
to receive the child. In addition to considering the health 
problem in terms of the individual, the work is seen as a 
part of the experimentation that is being done in the treat-
ment of rheumatic fever and in regard to the possibility or 
extensions of this type of care. 
This does not lessen the importance of the social service 
13 
contribution. Better facilities for the control and treat-
ment of rheumatic fever are a community problem. Considera-
tion of social, personal, and environmental factors is a 
necessity and requires skilled service. How this is done is 
described later. 
As a matter of organization, the description of the place 
of the social a gency is easily stated. The referral is accep-
ted by the Children's M.ission to Children as an application. 
Social data are collected and reviewed as relative to the 
fWlction of the agency. The family is visited, health of the 
child described, co-operation sought, a financial agreement 
reached, and plans for visiting completed. Arrangements for 
examination and transportation are made. At the Sanatorium 
the child is supervised through weekly visits of the social 
worker timed to co-incide with the doctor's. Conferences are 
held with the doctor and the nurses in charge. Children are 
seen as they appear for medical examinations, at lunch, or 
for outdoor occupational work, mostly in groups. Reports are 
secured from the occupational therapist and the teacher. Con-
tacts with the families of the children are continued during 
placement to gain their co-operation, to interpret the care, 
and to help them with any difficulties in accepting placement 
and in advising about arrangement of the home situation so 
that it will be suitable for continued improvement of the 
child after he returns home. Children are informed of the 
14 
date of return. Prior to this, the home is visited to ascer-
tain its suitability for receiving the child, and arrangements 
made for medical examination and return home. Usually a 
follow-up visit is made to learn what adjustment the child is 
making and whether clinic appointments are being kept. Indi-
vidual relationship with the child during placement is limited 
to a visit to the dentist or to a specific need such as when 
the nurses think that a talk with the worker may help to 
clarify or modify the child's behavior. 
This brief description does not indicate the vital quali-
ty of the work of many different individuals who are constant-
ly working to give the best possible service to the children 
and their families. Much thought is being put into every 
ohase of the exneriment and methods are constantly being ana-
. " 
lyzed and evaluated. No detail is too small for notice and 
great effort has gone into developing the kind of relationship 
between all concerned in care of the children which will make 
possible the sharing of observations and suggestions which 
will assure the best results for these and other children. 
In all of this work the individual child and his family are 
not lost si ght of; research and treatment are progressing 
simultaneously. 
15 
Chapter III 
Some Aspects of Rheumatic Fever and Its Treatment 
It has bee.n said here that the experiment at Sharon is 
significant in terms of community planning for the care of 
children with rheumatic fever and rheumatic heart disease. 
In planning new services and in utilizing existing services, 
a recognition of the various factors which make rheumatic 
fever a community problem is requisite. 
Briefly, some of these factors are the prevalence of the 
disease, its mortality rate, the degree to which it limits 
the activity of the individual, the state of medical knowledge 
concerning its control and prevention, the inadequacy of 
facilities for the care of the rheumatic fever patient espe-
cially in the convalescent stage, and the lack of conclusive 
knowledge about the forms of care which will be. most economi-
cal and effective. 
An adequate community program will not only be based on 
an ana lysis of community needs and resources but will also 
include direct services to the individual afflicted in under-
standin g and satisfactorily meeting his needs. 
It is difficult to give exact statistics on the preva-
lence of rheumatic fever because there is no legal require-
ment that it be reported to the Board of Health. Studies 
have been made, however. Atwater and Swift have estimated 
16 
that there are about 170,000 cases of rheumatic fever per 
1 year in the United States in a nopulation of 110,000,000. 
Paul estimated 840,000 eases of rheumatic heart disease in a 
f") 
population of 100,000,000.~ A five-year study of the extent 
of rheumatic fever has been made by The Children's Mission to 
Children and is summarized briefly by the investigator, Janet 
Ross, as follows: 
The need for very careful study of the patient 
with rheumatic fever is evidenced by the results 
of a study carried on by The Children's Mission to 
Children with the co-operation of fifteen hospitals 
and health agencies. Between February, 1937, and 
February, 1940, in the city of Boston alone, 2,300 
cases were counted. In 1938 and in 1939, 600 cases 
were reported each year·. If these figures are com-
pared with those for other chronic diseases, and 
if it is remembered that obviously many cases were 
not reported, the extent of this disease may be 
appreciated. The fact that there are public facili-
ties to care for the other chronic diseases that 
are no more, possibly less, prevalent makes it clear 
that we have no~ yet accepted our responsibility in 
this situation. · 
lviortali ty from rheumatic heart disease is generally said 
to be high. In New York City during the four-year period 
from 1933 to 1936, mortality from heart disease (mostly 
rheumatic heart disease) exceeded that from all other causes 
of death among firls from five to fourteen years of age, while 
A. 
among boys it was exceeded by accidents.- Hedley has reported 
1 M:ay Wilson, Rheumatic Fever (New York: The Common-
wealth FUnd, 1940), p. 10. 
2 Ibid. 
3 Vfrginia Ebert, "Case Work Services to Children with 
Rheumatic Heart Disease,"~ Family, ~rch, 1941, p.7 
4 Wilson,~·~., p. 11. 
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statistics from Philadelphia; the mortality rate of rheumatic 
disease in 1936 was 17.6 per 1,000 population. Among persons 
under twenty years of age, rheumatic heart disease caused more 
deaths than did whooping cough, measles, meningococcal menin-
gitis, diphtheria, scarlet fever, and poliomyelitis combined.5 
Rheumatic fever is the cause of 25~ of all cardiac deaths in 
the United Statea.6 
Bland and Jomes have made studies which give some 
idea of the severity of rheumatic fever and the limitation 
of activity of children who have had the disease.? In a 
series of 1,000 cases followed for an average of over ten 
I years, 426 patients had varying degrees of heart damage and 
:I 
I 
243 died . Further findings on this group are reported by 
Dr. Bland and Dr. Jones: 
Of the series, 31 per cent have escaped per-
manent heart injury, remaining in the potential rheu-
matic heart disease classification with no limitation 
of activity necessary. Another group escaping limi-
tation are the 28.7 per cent who, in spite of slight 
scarring of the heart, are able to live normal lives. 
This totals 59.7 per cent, or over half of the group 
for whom a normal life is indicated. Those with 
heart damage indicating slight to moderate limitation 
of activity were 11.9 per cent. Important to us is 
the fact that thus over 71 per cent may be expected 
to lead satisfactory lives so far as their physical 
5 O.F • . Hedley, "Mortality from Rheumatic Heart 
Disease in Philadelphia during 1936, "Pub. Health Reo., 
1907-1923, 1937 . 
6 White House Conference on Child Health and 
Protectfo"ii~· 'The· Haricifc~appe·d· .. ;· dhifd.· ~ · ·rv.:·:Fh'239, · ·1"933 
7 E.F. Bland and T.D. rrones, 11 Fatal Rheumatic 
Fever," A.r.£h• 1!21· ~·, 61:161-171, 1938 
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condition is concBrned, exerting care to avoid re-
currence. Only twenty-five children, or 2.5 per cent, 
had marked limitation of activity. For 24.2 per cent 
of the patients, the outcome was fatal.B 
Dr. Bland also reports that rheumatic fever is responsible 
for 95 per cent of the defective hearts of childhood and for 
more than a third of the crippled hearts in adult life. 9 
Of especial significance in considering the problem of rheu-
matic fever is the fact that it flourishes among under-
nourished children crowded together in unhealthful environ-
ments.lO As the disease occurs on all economic and social 
levels, the exact relation of these factors to the disease 
process is not known. Some of the studies which have been 
made point to a need for a more thorough analysis of the rela-
tion of social factors and rheumatic fever~' 
In a study of the social, environmental, and 
economic conditions of 329 s ubjects attendin g the 
Cardiac Clinic of t he New York Nursery and Child's 
Hospital (in 1926), it was found that the majority 
of the children came from moderately well-to-do 
homes of the industrial and laboring classes of the 
city.ll 
The British Medica l Research Council made an elaborate 
study of the relation of social conditions and rheumatic 
8 Ebert, 22• £!!., p . 7 
9 E. F. Bland, "Rheumatic Heart Disea se in Chil-
dren,N American Heart Association, p. 3, 1940. 
10 Hubbard and Griffin, Qn• sil•, p. 968. 
11 Wilson,~·£!!., p . 17. 
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fever.l 2 It was not found that extreme poverty or over-
crowding were prime factors in the incidence of rheumatic 
fever. Of further significance in considering the incidence 
of rheumatic fever as well as the problem of planning treat-
ment is the fact that it is chiefly a disease of childhood. 
The points mentioned above indicate the magnitude of 
the problem and point to the need for controlling and prevent-
ing rheumatic fever and rheumatic heart disease. Efforts to 
meet this need are hampered by the fact that the cause of the 
disease is unknown and, therefore, no specific means are at 
hand for attacking the problem directly. Enough is known 
about the disease, however, to establish certain general 
principles. 
The medical principles underlying the preven-
tion of heart disease in children are: avoidance 
of infectious diseases, and convalescent care suf-
ficiently prolonged to allow full restoration of 
functions and perfect healing of the pathological . 
process before an ordinarily active life is resumed.· 
These principles should be understood and put 
into practice by all individual physicians and 
nurses in private practice, in homes or institu-
tions, as well as by all organizations, health and 
social agencies, official and unofficial. Eduea.-
tion for nrevention of infectious disease and for 
proper convalescent care is really thel%nly pre-
ventive measure against heart disease. 
The New York State Medical Society makes the following 
summary: 
12 British Medical Research Council, Social Condi-
tions and Acute Rheumatism, Series 114, 1937. 
13 White House Confe'rence Report, .Q.n• .£ll., p. 246. 
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From the social point of view, heart disease is 
probably influenced by economic conditions, just as 
tuberculosis undoubt19dly is. Both diseases require 
a public health nurse and social worker in a preven-
tion campaign; both handicap without necessarily 
destroying efficiency; in both the usual methods of 
quarantine are useless, and the control of the carrier 
through hospitalization and education is important. 
The methods developed in the prevention propaganda 
for tuberculosis are applicable to heart disease. It 
is only in what has already been accomplished in the 
way of education, equipment and facilities that heart 
disease is in striking contrast to tuberculosis, be-
ing as inadequately provided for as tuberculosis is 
fully provided for. -The tYVe of equipment necessary, 
however, is similar, and tuberculosis clinical and 
sanatori~ equipment are easily applicable to heart 
disease. 
Two facts about rheumatic fever are especially signifi-
cant in planning a program for the care of rheumatic fever 
patients. It is a chronic disease and has a tendency to recur 
especially following respiratory infections.15 A long period 
in bed is necessary to allow the body to conserve its force 
to fight the disease, as well as cutting down the chances of 
contracting colds and other infectiona.l 6 Hospitalization is 
necessary for the acute stage. Convalescence may be arranged 
for either in the child's own home, a foster home, or an in-
stitution. 
A very important element in the care at Sharon is the 
precaution that has been taken in preventing upper respira-
tory infections. The air at Sharon has been analyzed to as-
14 Ibid. 
15 ~.Bland, Qn· £1!., p. 9. 
16 ill.Q.. 
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certain the number of bacteria per ten cubic feet of air. 
Repeated determinations were made during the 
winter, spring, and summer months under varying con-
ditions. The bacterial counts obtained in this 
manner compared favorably with similar counts ob-
tained in a very carefully supervised, air-conditioned, 
infection-free premature nursery and in infant 
cubicles provided with ultra-violet radiation~ The 
counts taken from hospital wards and waiting-rooms 
showed a much greater- bacterial contamination. Also 
of considerable significance is the fact that the 
hemolytic streptococci and other pathogenic bacteria 
were found in samples from the hospital wards, where-
as, only staphylococci, molds, and a variety of 
non-pathogev;c organisms were obtained at the 
sanatorium.l 
Medically, the care at Sharon meets the requirements for 
good convalescent treatment by providing bed-rest, protection 
from infection, facilities for exercise within the limits of 
tolerance, a wholesome diet, and most important of all, 
skilled medical and nursing service. As has been said, an 
adequate program for the care of children with rheumatic fever 
will furnish help in the satisfying of individual needs. In 
the set-up at Sharon the social agency assumes this role. It 
is interesting to note that this ty'pe of organization fur-
nishes an example of how two separate organi zations may com-
bine services to give more effective care. Sybil Foster has 
written an article pointing out that for any institutional 
program to operate successfully it must be combined with 
social service and that, if this cannot be done by including 
a social worker on the staff of the institution, existing 
17 Hubbard and Griffin, QQ• £11., P• 269. 
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resources in the community should be used.l8 
Broadly interpreted, social service objectives include 
an understanding of the individual in his total situation in 
order to help him make a satisfactory adjustment to his li~e 
situation. It may well be asked how this applies to the 
specific situation of furnishing convalescent care for a 
rheumatic fever child. 
First, it is necessary to consider possible contributin~ 
social factors in order to help the family rearrange the en-
vironment when adverse factors exist. It is also necessary 
to educate the patient and his family so that they may protect 
the rheumatic fever patient from influences which harm his 
health. Besides fostering normal growth as much as the limi-
tations of the disease will permit, it is important to under-
stand and try to influence any attitudes on the part of either 
the patient or of his family which will interfere with the 
maintenance of a good physical condition or a healthy attitude 
toward any handicaps. Emphasis should be put on treatment of 
the whole person rather than on treatment of the disease 
alone. 
This point of view assumes great importance when it is 
shown that two people with a comparable degree of damage from 
a disease differ greatly in their ability to return to normal 
18 Sybil Foster, "Co-ordination of Institution Care 
of Children with Other Services in the Community," 
Proceedin..K.§. Qf ~ Nat. ~· .Q.! Social ~. pp. 548-
561, University of Chicago Press, 1936. 
activities. .Janet Thornton19 has collected and analyzed many 
cases to show the varying reactions of patients to illness 
and recovery conditioned by factors in their environmental or 
emotional life. Dr. Francis Peabody states the problem thus: 
••• man is not merely an aggregation of organs or 
systems. He is first of all a human being whose 
proper care involves an appreciation of his body as 
a whole together with the circumstances of his life.20 
Emphasis is put on the treatment of the person who has a dis-
ease rather than on treatment of the disease. This leads to 
a regard for both psychic and somatic influences. William A. 
White sums the matter up in this fashion: 
••• diseases are not ent i ties; the classification 
of diseases is purely a matter of convenience; what 
are known as diseases are the results of what han-
pens when the organism comes in contact with inimical 
agents; the signs and symptoms of this conflict ar-
range themselves on the side of either life or death; 
all symptoms may be grouped in pairs of opposites 
in accordance with the law of action and reaction; 
each problem, as presented by the symptoms, contains 
the indications for its own solution; every disease 
must be both somatic and psychic; no understanding 
of the psychic symptoms can be reached, however, 
without includin g the unconscious factors; just as 
the s~ptom must contain both a somatic and a psychic 
component so, in view of the oneness of the organism 
and its environment, must it con~iin an environmental 
as well as an organismal factor. 
As related to this experiment, it is apparent that con-
19 .Janet Thornton, The Social Comnonent !n ~edical 
Care, (New York: Columbia University Press, 1937) 
~0 Francis Peabody, The Doctor ~Patient, (New 
York: The MacMillan Company, 1930) p. 21. 
21 William A. White, The Meaning Q! Disea~~. 
(Ba.l timore: The Williams and Wilkins Co., 1926), p. 203. 
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sideration must be given to the child in his total situation 
including the experience of adjustment, not only to limita-
tions brought about by rheumatic fever btl t also to conditions 
of a new environment. Not only do immediate stresses and 
strains have to be considered, but the forces which will af-
fect the development of habit patterns for later life must be 
directed. This means that the child and his family must be 
helped to a realistic acceptance of the disease so that they 
can accept the possible chronic and recurrent aspects without 
a diminution of interests or social satisfactions. If one 
thinks in terms of hel ping a child to adjust to a total situ-
ation, a realistic acceptance of illness is extremely impor-
tant so that the child may acquire an education and prepare 
for the assumption of social resvonsibility in spite of 
limitations. 
The meaning to a child of ulacement av~y from home must · 
' -
be sought and understood by those working with him. It has 
been generally acceptP.d that a child develops best within his 
own family if he has love and emotional security. Pla.eement 
to a well child may signif,y rejection. If in addition a sick 
child has been unable to achieve a realistic acceptance of 
his illness and the limitations it imposes, placement may be 
a great threat to him and even postpone .his recovery because 
he is unable to accept and use medical recommendations. 
Since care at Sharon constitutes both placement away 
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from home and group life, such f actors as t he child's attach-
ment to his own home, his understanding and acceptance of the 
need for care, his ability to relate himself t o others, and 
his capacity for group a djustment must be considered. 
Not only is an estimation of a child's capacity for ad-
justment necessary but also an opinion of th~ desire and ca-
pacity of t he parents for co-operation and change must be 
formed. The education of the family is an integral part of 
any plan for the child. One of the most difficult questions 
to answer is whether a favorable medica l prognosis is suffi-
cient for offering this care if it is apparent that little 
change can be made in an unfavorable soci al environment. 
Social factors assume addi t ional importance in view of the 
fact that facilities for convalescent care are limited and 
from a community point of view should be put to the best use. 
The objectives of social service in this experiment re-
quire further discussion. At this point, however, it may be 
pointed out that its usefUlness is apparent. The information 
about the child must be ma.de available to all persons con-
cerned in his care so that they may use it in helpin g to make 
their particular service effective in meeting the total needs 
of the child. Each stage of care has bee n thought through 
and methods have been develo ped to relate it to the whole pro-
gram. Before further description is given of how this has 
been done, sta tistics about the children and their families 
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with regard to social and economic factors will be given as 
well as a few facts about the composition of the group at 
Sharon. The writer feels these data are valuable to give a 
more complete picture of the social service. 
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Chapter IV 
Statistical Study of the Children and Their Families 
In order to give a more complete picture of social ser-
vice in the experiment at Sharon, some statistical data are 
included here regarding the children and their families who 
received service. This material is not expected to lead to 
many conclusions. Because of the small number of cases and 
the limited time span, it would be unwise to seek more con-
clusive da·ta. at this time. For example, it would be inter-
esting to obtain material which would help to clarify con-
tributing social factors in rheumatic fever, but the use of 
the data for this purpose does not seem valid at this point. 
As stated before, the number of children who have been 
cared for is fifty-seven, and the time limit is about two 
and one-half years. 
A natural question t o '=l.sk is where. the children and 
their families live. The Children's Mission to Children re-
ceives r e ferrals within Boston and any district outside Boston 
within its medical specialty where distance does not make the 
service impractical. The following table gives the location 
of the homes of the children at the time of placement. 
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TABLE I 
Location of Homes of Children at the 
Time of Plaeement* 
To\vn or district Number of children 
Amesbury • • • • • • • • • • • • • • • • • • • • • • • • 
Amherst, N.H •••• . . . . ..... 
• • • • • • • • • • • • • • • • • • • • • • • • • • Brighton 
Boston 
Cambridge 
Chelsea •• 
Dedham 
Dorchester 
East Boston 
East Weymouth 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • 
I 
• • • • • • • • • • • • • • • • • • • • • • • • • 
• • • • • • • • • • • • • • • • 
• • • • • • • • • • • • • • • • • • • • • ..... 
. . . . . . . . . . . . . . . . . . . • •• 
• • • • • • • • • • • • • • • • • • • • • • • 
• • • • • • • • • • • • • • • • • • • • • 
Everett . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Greenwich, R. I.: •••••• . . . . . . . . . . 
Hyde Park . . . . . . . . . . . . . . . . . . . . . . . . . 
Lynn ••••••••.•• 
Malden ••••••••• 
Medford ••••••• 
. . . . . . . . . . . . . . . . 
.... . . . . . . . . . 
. . . . . . . ..... 
Natick •........•........ . ...... . 
North End, Boston ••••••••••••••••• 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • Revere 
Roslindale . . . . . . . . . . . . . . . . . . . . . . . . 
Roxbury ••••••••••••. 
Somerville ••••••••••••• 
. . . . . . . . 
. . . . . .... 
South Boston ••.•..............•••• 
Stoughton 
Watertown 
• • • • • • • • • • • • • • • • • • • • • • • • • 
••...•.•...•............ •. 
Westland ••••••••••••••.• . • ••••••••• 
West ~uincy • • • • • • • • • • • • • • • • • • • • • • • 
Total 
1 
1 
3 
3 
1 
2 
1 
4 
2 
1 
3 
1 
1 
1 
2 
3 
1 
2 
2 
1 
7 
5 
2 
1 
4 
1 
1 
57 
*In Massachusetts unless otherwise stated 
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Most of these locations are near enough to Boston to be 
reached easily. Four, however, imposed definite limitations 
to frequent contacts between the social worker and the fami-
lies. Of considerable interest is the fact that only six of 
the children come from the more crowded sections of the city 
proper, that is, from East Boston, the North End, and South 
Boston; three others also come from Boston proper. Twenty-
one come from suburbs within the metropolitan area and six 
from towns close by Boston. Including these six just men-
tioned, the homes of twenty-five of the children were out-
side the metropolitan district. Two were out of Massachu-
setts. 
TABLE II 
Age of Children at the Time of Placement 
Age of children Number of children 
5 
6 
7 
8 
9 
10 
11 
12 
Total 
. . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . 
......................... 
. . . . . . . . . . . . . . . . . . . . . . . . . 
• • • • • • • • • • • • • • • • • • • • • • • • • 
·-· ..•.....•..••.........• 
. . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . 
3 
7 
8 
5 
7 
16 
8 
3 
57 
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The number in both the lower and upper limits is only 
three. The greatest number of children in any one group falls 
within the ten-year group. There have been more older chil-
dren from nine to twelve (thirty-four) than younger children 
from five to eight (twenty-three). The average age for the 
entire group is eight years and nine months. 
TABLE III 
Placement of Children by Months 
Months 1938 1939 1940 1941 Totals 
January 6 1 2 9 
February 2 1 3 
March 
April 1 1 
May 4 4 
June 
July 4 4 
August 3 3 
September 3 3 6 
October 11 4 4 19 
November 3 1 4 8 
December 1 1 2 
Totals 14 19 23 3 59 
There are fifty-nine placements accounted for in this 
table because two children have been placed twice. One de-
veloped a con t~gious disease and was sent home for a month 
and then re-placed. The other had a recurrence of rheumatic 
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fever some months after discharge and was placed at the Sana-
torium for the second time. It will be noted that thirty-
eight of the children were placed from the months of October 
through January, and that the others were scattered over the 
rest of the year. Only seven were placed during the summer 
months. This has been done in deliberate recognition of t he 
prevalence of rheumatic fever in the spring and early winter. 
An attempt is being made to keep vacancies for children who 
are in need of placement during the spring months. 
TABLE IV 
Length of Placements by Months of 
Children Discharged from Care 
to M:areh, 1941* 
Number of months Number of children 
--------------------------------------------
2 ••.••.•.•••••••••••••••••••• 
4 
5 
6 
7 
8 
9 
10 
11 
12 
Total 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . 
.................... •, ...... . 
...........•.••...•....•.. ·-· 
• • • • • • • • • • • • • • • • • • • • • • • •• • • • • 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1 
5 
2 
4 
7 
11 
3 
3 
:3 
2 
41 
*Sixteen children had not been discharged. 
The averagoe length of placement among the children who 
have been discharged from care i s about seven and a half 
months. The one child who was under care for only two months 
was an exceptional case and was returned to the hospital be-
cause the severity of her heart damage necessitated stricter 
ear e. 
Some evidence of the economic standing of the families 
can be obtained from the following tables. 
TABLE V 
Income of Families at Time of Placement 
in Relation to Number in Family 
Number in family 
Weekly income 
2 3 4 5 6 7 8 9 
$10.00 - $12.99 1 1 2 
13.00 - 15.99 2 1 1 1 1 
16.00 - 18 .99 1 2 3 3 3 
19~ 00 - 21.99 1 5 1 
22·.oo· - 24.99 1 1 
25.00 - 27.99 1 1 1 1 
-28.00 - 30.99 1 3 1 1 1 1 
31.00 - 33·.99 1 2 
34.00 - 36.99 1 1 
37.00 - 39.99 
40.00 - 42.99 1 2 
Income not reported 
Total 4 8 5 9 1 5 7 2 1 
Total 
number 
10 f amilies 
4 
6 
12 
1 8 
2 
4 
8 
3 
2 
0 
3 
5 
1 57 
33 
TABLE VI 
Ratio of Weekly Income 
to Number of Persons in Family 
Weekly amount per person Number of families 
$ l.Oo-$ ·1.99 
2. 00- 2. 99 
3.00- 3.99 
4.00- 4. 99 
5.00- 5.99 
6.00- 6.99 
7.00- 7.99 
8.00- 8.99 
9.00- 9.99 
10.oo.:.. 10.99 
Not reported 
Total 
. . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . 
4 
7 
• • • • . . . . . . . • • • . . • • • . • • 14 
•............•.. . • ..... 
. . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . 
• • • • • • • • • • • • • • • • • • • • • • 
7 
9 
3 
3 
4 
0 
1 
5 
57 
In three cases income was not recorded, and in two others 
the families were without definite income and dependent on 
relatives at the time of placement. It must be pointed out 
that these figures do not show such factors as help from rela-
tives and management. For example, the family with the largest 
weekly income ($41.00) had debts which far exceeded their in-
come due to poor management. In spite of the fact that some 
of the incomes appear very low. it is interesting to note that 
only six families were receiving relief at the time of place-
ment and only eleven within a year prBceding placement. 
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The following table denotes the occupation of the father 
at the time of placement. 
TABLE VII 
Occupation of Father at the Time of Placement 
Occupation Number of fathers 
. . . . ... . ..... . 
. .. 
Truck driver •. 
Welder •...•. 
Rubber trimmer •• 
Tile setter •.• 
. ..................... . 
• • • • • • • • • • • • • • • • • • • 
Policeman . . . . . . . . . . . . . . . . . . . . . . •••••••• 
Telephone repair man •.•• . ....... . 
Painter • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 
Customs house broker •••••••.••• • •• 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Meat cutter 
Mill hand 
Grocery clerk 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Timekeeper ••••• ······••o • ••••••••••·••• 
Small proprietor •••••• 
Factory worker •••• 
. . . . 
. . . . . . 
• • • . ... 
. ...... . 
Candy malcer ••••••••••••••••••.• . . . . . . . . . . 
Leather cutter •••• . . . . . . . . . ...... . 
Carpenter ••••••••••••••• 
Wa{ter ••.• 
. . . . . . . ..... . 
. . . . . . 
Railroad piper •••• 
Cement worker •••••• 
• • • • • • • • • • • • • • • • • • • • 
. . . . . . . . . . . . . . . . . . . 
. . . . . . . . . ..... 
Stenographer . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Junk man ••••••••• ... . . . . . . . . . . . . . . . . . 
Salesman 
Plumber 
. . . . . . . . . . . . . . . . . . . . . . . . . • ••••• 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Simonizer ••••••••••••••••• . ..... . . .. 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Janitor 
Track walker . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Foreman 
Laborer 
. . . . . . . . . . . . . . . . . . . . . • • . . . . . . 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 
Shoe shop worker . . . . . . . . . . . . . . . . . . . . . . . . 
Hod carrier . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Not reported ••• . . . . . . . . . . . . . . . . . . . . . . . . 
Total 
4 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
1 
1 
1 
1 
1 
1 
1 
1 
13 
1 
1 
10 
57 
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Occupation was not reported in ten cases. There were 
only four cases of complete unern})loyment. One father was 
dead, and four were not living in the home. Six of the labor-
ing group were on the WPA. The timekeeper mentioned was also 
employed on a WPA project. 
The environmental conditions of the families can be par-
tially shown by tables relating the size of the home to the 
size of the family. 
TABLE VIII 
Size of Family 
Number of persons 
in family Number of families 
2 ••••••••••••••••••••••• 
3 
4 
5 
6 
7 
8 
9 
10 
12 
. . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . •. 
.............•........ •. 
. . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . 
Not reported 
Total 
1 
4 
8 
9 
12 
7 
5 
1 
1 
1 
8 
57 
36 
TABLE IX 
Number of Roo ms in Relation to the 
Number of Families 
Number of rooms 
l\Tumber of 
families 
1 . . . . . . . . . . . •••••• 1 
2 . . . . . . . . . . ... . . . . 0 
3 .. . . . . . . . . . . . . . . . 4 
4 . . . . . . . . . . . . . . . . . 7 
5 • ...... . . . . . . . . . . 17 
6 . . . . . . ... . . . . . . . . 15 
7 • . . . . . . . . . . ...... 4 
12 • • • . . . . . . . . . . . . . . 1 
Not reported 8 
Total 57 
TABLE X 
Number of Rooms per Person 
Number of rooms Number of 
families 
Less ;·· t han one 
One 
More than one 
Not reported 
Total 
26 
10 
13 
8 
57 
37 
38 
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TABLE XI 
Families Having Less than One Room per Person 
Number of persons 
in family Number of families 
4 
5 
6 
7 
8 
9 
10 
12 
. . . . . . . . . . . . . . . . 
. . . .......... 
• • 
. . . . .. .. . . . . . . . 
. . . . . . . . . . . . • • • • • • • • • • • • • • 
..................... . . . . . 
.... . ...... . . ........ . 
. . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Total 
TABLE XII 
3 
3 
6 
7 
4 
1 
1 
1 
Families Having One or More Rooms per Person 
Number of nersons 
in family Number of families 
2 . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
3 ••••••••••••••••••• .. • • • • • • • 
4 
5 
6 
7 
8 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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Total 
1 
4 
5 
6 
6 
0 
1 
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Standards of the _home, repair of the house, heating, ven-
tilation, location and neighborhood, etc., are important 
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factors in determinin g whether a horne is adequate, of course. 
From the point of view of space, however, about half (twenty-
t hree) of t he forty-nine homes on which renorts were obt ai ned 
could be said to be a dequa.te. Of more i moortance in j udging 
the exposure to infection of the child with r heumatic fever is 
t he amount of sleeping room • . This f actor was rec.orded in 
fifty cases. A separate bed is a necessity for t he child both 
from t he point of view of avoidin g infection and of getting 
proper rest. 
TABLE XIII 
Children with Separate or Shared Beds at Home 
Separate beds 25 
Shared bed (with one other) 20 
Shared bed (with t wo o thers) 5 
Not reported 7 
Total 57 
It would seem from this t hat in about half of the cases 
a rearrangement of sleepin g facilities had to be planned. 
This is a point on which f amilies have been given help by the 
social worker, sometimes by seekin g the assistance of a relief 
agency in securing more beds, at other times by educating 
t hem to the need for a separate bed for the child and for 
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isolation of any member of th~ family who might have a cold or 
other infection. 
The number of members in the family and crowded conditions 
have a significant relation to the treatment of a child with 
rheumatic fever. The more peonle there are going to and from 
the home, the more likelihood there is of bringing infection 
into the home. A crowded home may also mean that the sick 
child cannot obtain proper conditions for rest which is essen-
tial. Isolation of members of the f amily with infections may 
not be possible. 
Many more factors than these purely material ones had to 
be taken into consideration to ascertain the need for change 
in environmental conditions, and some of these will be dis-
cussed in the next chapter. 
Chapter V 
Social Service: Its Objectives, l .. fethods, and Problems 
Preliminary Considerations 
Two approaches to understanding the place of social 
service in the experiment at Sharon are apparent. One is its 
relationship to other services; the other is its special ser-
vice to the individual child and his family. 
Social service was reco gnized even at the beginning as a 
necessary part of the work, but its scope was not closely 
defined. On the one hand, there was the poss ibility that it 
would be considered only a supplementary service taking care 
of the pr actica l details of t aking children to and from the 
Sanatorium, procuring clothes, dental care, etc. Since the 
Sanatorium is well organized to give the children excellent 
medical and nursing care, schooling, occupational therapy, 
and recreation, and since the parents can visit and judge for 
themselves whether the children are receiving adequate care, 
there was some question about how extensive social service 
should be, and in fact the greater part of its work has been 
limited to intake and discharge services. 
On the other hand, the social worker with her understand-
ing of the problems involved in child welfare services ap-
proached the work with a comprehensive view, seeing the need 
for integrating every phase of the program in terms of the 
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needs of the individual child and h is famil y . Therefore, by 
the method of sharing her observations and findings with those 
of all others concerned in the care of t he children, she took 
responsibility for building up methods of co-opP-ration which 
would result in an understanding of the needs of each child so 
.that all services could be adapted to an individualized plan 
for his care. In addition, it was hoped that this co-opera-
~ive approach would lead to an evaluation of practical details 
of care which might be changed for the benefit of all the 
children. Also a larger objective was to find out if the 
.• ~ . 
method of care were sound from the standpoint of m~eting the 
emotional as well as the physical needs of the children. This 
meant seeking for an understanding of the special features of 
this type of care as contras ted with other types in the hope 
of eventually building up criteria concernin g the kind of 
child who can benefit most from this type of care. 
Some of the problems whi ch point to the need of carefully 
individualizing each child have been mentioned. For all ser-
vices to be integrated, it is necessary to go farther back 
than the beginning of the placement process. It is necessary 
to know what the child brin gs with him, his environment, his 
relation to his family, his relation to other children, his 
interests, his school adjustment, and especially his and his 
family's understandin g and attitudes toward his illness and 
toward placement away from home. This is the beginning of 
42 
work with the child ann t he gat herin g and interureting of 
t h is data is the social worker's specia l task. 
An understan din g of the general goal is necessary for 
working out methods. Primary responsibility is to the child 
and helping him with his immediate health problems also in-
volves concern about f actors which a ffect his growth and de-
velopment. Tbe worker, there fore, is not onl y concerned with 
seein g t hat he gets a type of care v1hich i s medically sound; 
she also tries to see that he can understand the need for the 
ca re and accept it by work in g throuKh any pro blems it entails 
for h i m. 
The worker seeks to help the child and his fa mily use 
the Sanator ium placement as a profitable growth experience. 
It should be educational both as regards snecific knowledge 
as to a s ane health regime and as to ways of enjoying life 
an n meetin g responsibilities in spite of any limitations of 
activity. This means t hat t he t hought and feeling of the 
child and his parents is vital. If they cannot a ccept h i s 
illness, they can ha rdly accept t he care without help directed 
towards relievin g an xieties and modifyin g attitudes. 
Objectives are outlined to some extent by elements in 
this particular kind of care which concern every child and his 
f amily. One of these is the problem of the illness itself. 
Any number of problems may be centered around this. There 
may be fear and anxie ty about the outcome, worr y about missing 
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school, etc. The parents may be disturbed because they cannot 
afford to change environmental conditions necessary for re-
covery of the child. 
Besides the problems that the illness itself entails, 
placement of the child away from home may have many meanings 
both for parents and child which may or ma y not be directly 
connected with the problem of illness. The worker seeks to 
help t h em work these thr ough so that placement will not be a 
threat. 
Objectives briefly stated are to evaluate the socia l 
situation and to determine whether thi s type of care is ne-
cessitated by environmental or emotional conditions. The 
worker tries to learn the attitudes of both parents and child 
toward his illness and to help them toward a realistic a ccep-
tance of t he difficulties involved. She especially s trives 
for an accept ance of pl a cement by both pa r ents and child a s 
the best means of hel ping him to get well and to work t hrough 
any problems which block their a cceptance and use of place-
ment. Educa tion both of the parents and child is sought dur-
ing pl a cement so that his impro vement and good adjustment can 
be mainta ined when he returns home. 
A definite procedure has been worked out for each stage 
of the placement process. Certain general principles govern 
the work at e8, ch stage. Objectives are being more clearly 
defined as the needs of individual children are better under-
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stood. Of especial importance is the attempt to learn how 
intensive case-work services should be and whether a strong 
r~lationship with the child or his famil y is necessary or 
feasible under the present set-up. Perhaps the scope of the 
work can better be shown by a description of the working 
method and the nature of the problems which have been revealed 
in individual cases. 
Description of the Work Prior to Placement 
A~ter receiving an application for placement, a visit 
is made to the home. An attempt is made to find out how well 
parents understand the plan that is contemplated and what 
their attitude is toward the illness as well as toward place-
ment. The child is seen and the same points considered in 
interpretation. The worker also tries to learn what diffi-
culties have interfered with the child's getting adequate 
care and whether the failure to stay in bed (which occurred 
in almost every case) has a Dractical explanation or whether 
it results from inability of the child or parent to accept 
the fact that the child is ill. 
Social and developmental history of the child is sought; 
the fin ancial situation is discussed, and an attempt is made 
to get pertinent information about f a mily relationships. 
Sharon is described, the possible length of nlacement dis-
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cussed (this is usually ionger than anticipated), and the 
steps in placement described. The co-operation of parents 
and child in this effort to get him well is stressed. The 
physical environment of the home is ca refully observed. 
The se socia l data are then analyzed according to the 
following criteria of social acceptability: 
1. Do parents and child understand and accept the need 
for placement? 
2. Will parents be co-operative so that intelligent 
supervision can be assumed after the child's return 
home? 
3. How will placement of the child affect the family 
situation as a whole? 
4. Are the family and the physical environment favor-
able for continued improvement after nl acement? 
It will be seen that much attention is given to social 
prognosis. Just what constitutes a f a vorable nrognosis has 
·' -
not yet been determined satisfactorily and perhaps cannot be 
until several years have elapsed and careful follow-up studies 
made. Nevertheless, much effort is put on determi ning whether 
parents are capable of understanding the purpose of care and 
of lear11ing how to order the home situation so that the bene-
fits received will not be undone when the child returns home. 
This point is important because, if the results of the ex-
periment are to be evaluated for possible general apnlication 
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in the treatment of rheumatic fever, some contro,l must be es-
tablished to eliminate the operation of f a ctors v~1ich would 
make it impossible to estimate the eff.qcts of the physical 
aspects of care at thta Sanatorium. 
The issue has been further complicated when the physical 
environment has been found to be very poor and the financial 
situation dire, and yet both parents and child were eager for 
care. It is very difficult to say that a child should be de-
nied immediate uhysical care because the long-run prosnects .~ - ~ 
are poor. 
Illustrative of how t his pro blem ha s been approached in 
several instances is the case of a child who came from a 
broken home. The father who had a long court record of seri-
ous offences, had deserted. There were five small children, 
so that t he mother could not work . The fina ncia l situation 
was acute. All of the children a nd the mother were in need 
of medica l care. The phys ical environment was unsatisfactory, 
a damn, unhea ted tenement. The question was how this child 
could benefit more than just temporarily when there I!IJas no 
apparent f avorable change in sight. 
It ,was felt that the mother desired the care for her 
child and that she would try to change her situation if oppor-
tunity offered. Though results show that the decision was 
open to question, it was decided that t he social prognosis 
was not poor, and that a plan for rehabilitation of the family 
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could be made which promised that t he results of placement 
could be carried over into the home after the child's return. 
As in other cases, the worker made another visit to the 
home and, in planning, conferred with other agencies, since 
none were immediately active. A family agency agreed to su-
pervise the family in the home, granting financial aid to 
cover clothing and moving expenses, the Overse8rs of the Pub-
lic 1,\'elfare promised to aid .while pressing for financial 
assistance from Aid to Dependent Children; the Community 
Health Nurse in the locality would continue to give service 
in the home. 
In another case, the reason for referral was that the 
parents, who were of foreign birth .and could hardly speak 
English, were unable to understand the care needed for their 
child. To complicate this, there ·wa s a strong family feeling 
and it was hard for them to accept placement. It was not 
difficult to see that the parents wanted the child to have an 
opportunity to get well, but there was a question of whether 
trea tment could be carried on after she returned home. How-
ever, the willingness of the parents to learn American ways 
and their respect for the opinions of their older Americanized 
children, made it seem that if given concrete instruction, 
they would carry it out. Since the child v~s very intelli~ 
gent and responsible, it was decided to heln her take respon-
' 
sibility for her own regime after she had been taught what 
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was necessary at the Sanator i um. The estimate of t he family's 
ability to cha~ ge the environment by actually seein g the child 
under care in the Sanatorium and by receiving interpretation 
about reasons for a change in environment; was a pparently 
correct, and they were able to make extensive changes in the 
home situation. While only t heir desire f or change and their 
willingness to accept new ways could be foreseen, the results 
were far greater than expected. The ch ild brought home idea s 
about physica l sta ndards, diet, and. manners whi ch the family 
eagerly accepted, and t heir whole s itua tion improved. 
In most cases the social pro gnosis wa s considered good, 
a.nd exterJsive rearrangements did not have to be made. In many 
cases it has been possible to proceed with nlacement after an 
initia l interview with the f amily . The statistical data in 
regard to income and employment suggest that mos t of the fami-
lies were se lf-supportin g even though t heir inc omes were small 
in relation · to the number of members in the family . As for 
the physical environment, the homes of only a few were rated 
as noor. The worker's evalua tion of environment on the basis 
of sleening . sna.ce, uncrowded ne i ghborhood, proximity to school 
- - ~ 
play space, dryness, li ght, air, and cleanliness showed the 
homes to be satisfa ctory for the maintenance of health. The 
parents were co-o pera tive and usually intelli gent. These 
points are sufficiently outstanding to make the a gency feel 
that this experiment is not comparable to other t ypes of care 
=====9F=====================================================~-=-~=-==~====== 
where the social situation is not as favorable. 
The over-solicitous attitudes of par~nts had to be con-
sidered in several cases. In only one or two cases could it 
definitely be related to fear of illness, and there the atti-
tude seemed to be the result of inadequate information about . 
rheumatic fever. There was one outstanding instance of a com-
plicated problem in regard to an over-solicitous mother. She 
was intelligent and appeared to understand the nature of the 
child's illness and the measures needed for treatment. The 
constant attention showered on the little girl resulted in 
her taking advantage of her illness and being hard to disci-
pline. It was felt that the mother was satisfying deep-rooted 
needs which would not be susceptible of change without more 
intensive therapy than the worker could give. Such therapy 
was not acceptable to the mother. She accepted placement on 
the basis of giving her child every opportunity, and the worker 
stressed this f act. It was dee ided that the child needed 
placement in order to learn to take responsibility for herself 
and to begin to develop independence. 
In another instance, the over-solicitous attitudes of 
parents and failure of the child to respond to discipline were 
points to be considered. The causal chain was quite different 
however. It was soon shown that the parents had much anxiety 
about not being able to furnish the proper care and tried to 
make up for this by taking notice of every wish of the boy. 
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The very fact that placement afforded this relieved their 
anxiety. The child's agressive behavior seemed to be a re-
sult of the attention lavished on him, and placement in a 
group where the other children had to observe the same re-
strictions was deemed of value. It also afforded the parents 
an example for regulating their treatment of the boy. 
It will be noted that while the behavior in the case 
just described interfered with the health of the child and 
his acceptance of illness, it ws.s not of a severe emotional 
nature and might be expected when a normally active child 
with good status among other children is made to stay in bed 
and not permitted to carry on accustomed activities. Very 
often placing him in an environment where he is not different 
from others by virtue of bej.ng ill helps him to understand 
the need for restrictions and to accept them. 
No behavior problems of a severe nature have been re-
ferred. Examples of some of the personal problems of some 
of the children which were given consideration prior to place-
ment are fear of being alone coupled with nightmares in t~~ 
cases, irritability and flashes of temper when pressed, nega-
tive reaction to discipline, fear of illness, and attachment 
to family which made placement a threat. Careful interpreta-
tion of nl a cement along with a plan of trea tment which took 
these into account met with success in each case. 
No very definite principles have been established for 
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estimating whether a child will be able to achieve satisfying 
status in a group. The worker endeavored to learn whether he 
got alon g well with siblings and schoolmates and whether he 
had any personality traits which might interfere wi t h his 
acceptance by other children. In one case the f actor of an 
unattractive appearance and an unpleasant, over-aggressive 
per sonality had to be taken in to con si deration 1 est the child 
not be accepted by other members of the group. In another 
low intAlli gence was considered in the light of how much the 
child could learn to t ake responsibility for himself and also 
be accepted by the others. 
It has been mentioned that in the initial interview with 
the family, the financial situation is discussed. This is 
done to determine whether the narents can contribute to the 
cost of care. The family budget is analyzed in detail be-
cause parents often agree to pay more than they can really 
afford. It is seldom that they do not desire to contribute 
something. Other considerations than financial ability enter 
into the arrangement for payment. It is felt that frequently 
parents feel freer to express their opinion about care when 
they are paying. It is possible also that it is a direct 
demonstration to the child that his p2~rents are concerned 
about his welfare. Also the acceptance of financial respon-
sibility by the parents helps to emphasize the co-operative 
nature of care. It has been used as a therapeutic device in 
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one case where parents were unable to control their child. 
The worker felt that the child would have less respect for 
his pa rents if he realized that someone else was paying for 
his care, and that the assumption of this responsibility would 
give them greater confidence in disciplining him. 
Beginning with these first visits to the home, the worker 
endeavors to learn what understandin g the parents and the chil 
have of rheumatic fever and heart trouble. Often it is found 
that they relate it to some event which preceded the attack 
and do not understand anyth i ng about the disease itself. 
Patents are apt to blame so me f a ctors in the environment and, 
because of ignorance about the disease,feel that they are at 
fault. It is very important to discover their attitude toward 
heart trouble before in terpretin g the dan gers involved in not 
followin g a definite program of re s to On the ·whole, neither 
parents nor children have shown undue a larm a bout this. How-
ever, in one case the mo ther time and again required reassur-
ance a bout the damage to the child's heart. It we. s necessary 
to get a definite stl3. tement from the doc to r in order to re-
assure her and help her to reali ze the harm that could be done 
the child if she were considered a n invalid. The problem with 
most of the children is not alleviating fear but getting them 
to understand the necessity of rest. In order to help both 
parents and children to a healthy understanding, the benefits 
expected from care are explain ed and emDhasis put on everyday 
precautions which may help to prevent further attacks. The 
need for separate sleeping space, protection from colds, iso-
lation both of the child with rheumatic fever and the other 
children in the family durin g illness, proper rest, and diet 
are some of t he points e mnhasized. 
Preparation for Placement 
After it is decided that the chil d is one who needs and 
presur.rtably will bene f it fro m placement at Sha ron and that the 
parents can accept the care and will co-operate, the necessary 
steps for transfer are planned and explained to parents and 
child, and plans for parents' visiting days are completed. 
Then t he child and his famil y are descri bed for the nurses. 
Ade ouate and appropria t e cloth in g is purchased for each child. 
J.. ,.. ..... - -
If the school has not been visited previousl y , it is consulted 
and the transfer card secured. Later this is given to the 
staff teacher with specific in f ormation on ea ch child's prob-
lem. For examnle, one boy ha ci. been returned to the t hird 
grade for the second time because the fourth grade in his 
particular public school was over-crowded. The tea cher was 
asked if he could be given a trial doing fourth-gra de work at 
Sha ron desnite his assi gnment to the t hird grade. Another boy 
had failed t he first grade and his t ea chers suspected a men-
tality below normal. The teacher wa s asked to make an attempt 
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to determine whether retardation was due to absence from 
school or to lack of ability. 
In addition to determination of school adjustment, a 
medical examination is arranged to d!tscover whether the child 
has any contagious disea se and what spBcific medica l recom-
mendations are to be made for his care. The worker takes the 
child to the Sanatorium. The pe.rents do not accompany them. 
Th is is not only to establish in the child's mind the fact 
that the worker is the connecting link in all stages of place-
ment. It is felt that it is harder for the child and his 
parents to separate if they accompany him. Durin g the trip if 
no special problem arises, more description about life at 
Sharon is given and it is attempted to make the move easier 
and more pleasant for the child. 
Supervision at Sharon 
Upon arrival the worker stays with the child for a short 
time to help him gain security and to observe his first reac-
tions. Thereafter, she visits regularly once a week and times 
her visit to co-incide with the doctor's. Joint conferences 
are held with the nurses in charge. The worker then spends 
time observing the children in various phases of activity and 
makes suggestions about their care. 
At ea ch visit a separate conference is held with the 
nurses and a renort obtained from the teacher and occunational 
. ~ 
therapist. 
Si gnificant behavior of the children is discussed. The 
worker adds information from the case history to give a better 
understanding of the c hild. Contact with the children has 
been for the most part indirect, but more effort is made to 
get to know the children better and to add the worker's obser-
vations to those of the resident staff in helping them. 
Help given a ten-year-old boy exemplifies how an attempt 
is made to further adjustment. This boy suddenly developed 
excessive and a.pparently involuntary ·twitching of the facial 
and arm muscles. He was examined by a doctor who ruled out 
chorea and stated that the twitching must be on a habit basis. 
The nurses reported that they had spoken to the boy constantly 
about the mannerism especially during meals. The worker sug-
gested that a period of completely ignoring the habit be 
tried. Later the worker ~~ote the parents telling them of the 
doctor's statement and requf3stin g their co-operation in re-
fraining from criticizing the child when they visited the 
Sanatorium. No d€eper therapeutic measures were tried, but 
what was done resulted in a clearing up of the habit. 
Another example is that of a girl who sometimes giggled 
and acted "silly" as children are apt to do on occasion. It 
bad been mentioned that her mother was going to the Psycho-
pathic Hospital for social treatment. Those in charge of her 
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case wondered if the child's behavior was not peculiar and 
whether it had any relation to the mother's condition. The 
worker was able to give an explanation of the mother's con-
dition which showed that it could not be inherited. This re-
sulted in a changed attitude toward helping the child. 
In the case of the child whose low mentality was susp~ ·6-
ted, the worker a,rranged for testj_n g by a nsychologist. The 
teacher wondered if she would not question her own ability to 
teach him if he were found to have normal intelligenee, but 
agreed to the test when the need for it was interpreted by 
the worker and the psychologist. She found it difficult to 
accept the fact that he was of border-line intelligence and 
still hoped for more advance than was anticipated. However, 
further interpretation helped to relieve her of anxiety about 
herresponsibility, and she became content with the sli ghtest 
advance. It was observed also that t h is child became j_rrit-
able and destructive when pressed beyond his limits. By inter-
pretation of his limitations to those in charge of his care, 
he wa s allowed to proceed at his own rate and got along well. 
Contacts were maintained with his family, and they were helped 
to accept his limitations by putting emphasis on the value of 
his attractive personality. 
Another child who had been a problem at home because she 
would not follow routine and got angry when any one suggested 
she was sick was helped to make a good adjustment at Sharon 
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and to carry the results into her own home. Her fear of ill-
ness mo.de her very resistant to placement and after arrival at 
the Sanatorium she refused to eliminate or obey regulations. 
The mother talked to her and she admitted that she enjoyed 
having attention concentrated on her. The child's difficulty 
in acceptin g her il l ness was explained and pressure was re-
moved when she became disobedient. The worker suggested that 
she mi ght be able to accept her illness, if she were given 
responsibility for her own regime. This was done and her 
co-operation secured. Interpretation was also made to her 
family, and they allowed her as much freedom in taking care 
of herself as possible. The work in this case did not deal 
with basic causes for the child's fear and behavior but was 
handled on a level at which immediate help could be given her. 
Besides offering help when problems arise, the worker 
talks informally with the children durin g walks and recess 
periods and stresses the value of following medical recommen-
dations by discussin g rest periods and the supervision of ac-
tivities. This is a conscious part of the whole educational 
program for teaching the children to care for themselves when 
they return home. 
Explanations of rheumatic fever and heart disease are 
given with great caution, and emphasis is put on what each 
child can do to get well. Emphasis is also put on the devel-
opment of interests to enable the child to keep his attention 
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on what he may do rather than what is impossible for him. Too 
much talk about the illness itself may alarm the child and 
cause h im to become increasin gly absorbed in symptoms. In 
some instan ces it is necessary; however; to find out wha t the 
child thinks about heart trouble because they have heard 
things which the parents read in the newspapers and have bad 
a friend or schoolmate who died from heart trouble. 
One child showed excessive fear which the worker finally 
determined to handle by a discussion of heart trouble. The 
chi ld had seemed very secure in her own home and enjoyed 
school. Her drfve to succeed in school work had always been 
great, possibly because of rivalry with her brother. In a 
previous convalescence away from home, she was unhappy and 
worried about staying away fr om school. Though she was un-
happy about goin g to Sharon, she tried hard to accept it when 
careful explanation was given her. The parents were concerned 
about her but tried not to show t heir anxiety. The child her-
self, t hough sweet and attractive, had some difficulty in ad-
justment. It was apparent that she was lonely without her 
family. Her fear of illness first expressed itself in a su-
perior attitude toward the other children, but as they ignored 
this and merely accepted her as one of them, she soon ceased 
this. She tried to cover up her illness and was in danger of 
pushing herself too hard in her school work. When she had an 
elevation of tempera ture and had to stay in bed and miss 
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school, she became very unhappy. She had tantrums and de-
clared she hated Sharon and wanted to go home. The worker 
pointed out to her that what she hated was staying in bed. 
When the child continued to show alarm about missing school 
and was upset when the doctor came, the worker asked her di-
rectly if she was worrying about her heart (she had previously 
had a school mate who died of heart trouble and when she her-
self got sick refused to accept the fact and then asked if 
she were going to die). She became visibly distressed at the 
mention of heart trouble, and very careful explanation was 
given her stressing the fact that she could get well if she 
would co-operate. She appeared greatly relieved. In order · 
to give this explanation concrete meaning, the worker dis-
cussed a plan with the doctor which would enable the child to 
have school. This involved having more rest and going to bed 
earlier -than the other children. She was very pleased and 
took responsibility for putting herself to bed. Her drive to 
carry on normal activities was so great that there VilaS no. dif-
ficulty in getting her to follow a regime which previously 
seemed to denote her difference~ 
Work with the parents continues throughout placement.' In 
some cases this cannot be extensive because the parents live 
out of town. In others it is not considered necessary in the 
treatment plan beyond letting the family know how the child 
is progressing and seeking their co-operation in purchasing 
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clothing , paying for dentist bills, etc. As the parents 
visit once a week, they can judge for themselves how the child 
is reacting to placement. 
In some eases direct help was given the parents in seek-
ing new living quarters and getting medical help for them-
selves or other children. It is questioned how extensive this 
typ~ of work should be and whether a family agency should be 
asked to assume responsibility when much rearrangement is 
necessary . 
Occasionally parents come with complaints about the care 
of their children. These are gener a lly minor and concern 
ques tions such as preference s hown their children. In these 
cases the parents have seemed to feel that they were not 
given a place of sufficient i mpor tance. In each case the 
worker has discussed any criticism with the staff and endeav-
ored to establish mutual c onfidence. 
In some cases more intensive work with parents has been 
necessary. One mother who had been diagnosed by a psychia.:. -
trist as having hypochondriacal symptoms came to the worker 
frequently for help. Many communications with other agencies 
caused the worker to reali ze that supportive treatment had to 
be given the mother if interpretation of the child's needs 
was to be accepted. This was doubly necessary in view of the 
fact that the psychiatrist felt the mother was too resistant 
for psychiatric treatment. 
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A very conscientious father whose wife had died sought 
instruction about the care of his child. He remarried during 
placement and brought his new wife to the office to discuss 
the child's care with the _worker. This furnishes an example 
of the worker's dual role in that an attempt was made to learn 
the stepmother's feeling about the child and the child's feel-
ing about her. Confidence was expressed in the stepmother's 
ability and measures necessary for care interpreted to her. 
An illustration of the definite ways in which a parent 
may seek help is that of a mother who called at the office and 
reported that one of the f a ther's recurrent periods of mental 
derangement was appro a ching. She hesitated to speak to the 
nurses about this herself, but she wondered i f they had noticec 
that her daughter was upset after her father visited her at 
the Sanatorium. The worker agreed to inform the nurses so 
that the father's visits could have been curtailed had the 
daughter shown signs of being affected. 
One father sought help from the worker in learning about 
the degree of heart damage his son had suffered and about 
which t he f ather was concerned. He spoke little English, and 
it was more convenient for him to talk with the worker than to 
loca te the doctor at the clinic or to talk with him by tele-
phone. The worker told the doctor of the father's anxiety. 
The doctor gave the boy a specia l examination and reported 
his findings. The worker then explained these to the father. 
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On occasion it is necessary for the worker to reach a 
new financial agreement as the situation may have changed 
during nlacement. 
'· 
Each visit is used to obtain the parents• opinion of 
placement and to interpret the child's behavior as well as to 
determine what the parents have learned about care of the 
child. If it is felt that parents need or can absorb it, fur-
ther instruction about phys~cal care of the child or about his 
condition is given. 
Preparation for Return Home 
The doctor determines when the ct:.ildren are ready to re-
turn home. They are then informed of the date of return. 
However, this date does not always co-incide with the time 
they wish to return. There are several examples of children 
who adjusted well for several months and then became over-
active and disobedient. It would appear that they had out-
grown the placement situation before it came to an end. In a 
few cases the children have hesitated to return to an unat-
tractive, crowded home in the midst of the city after their 
experience in the country. Others are sufficiently a~,;ra:re of 
a difference in standards of cleanliness and manners to want 
to put off their return home. These have been minor objec-
tions, and usually an em-ohasis on the fact that they are well 
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and can return to accustomed activity makes them eager to be 
home. 
Before the decision for return home is made, the home is 
visited to ascertain its suitability for receiving the child. 
Three major questions are asked. One is whether there is a 
bed for the child. Another is whether any member of the 
household has a contagious disease. The third is shether the 
mother will be at home to care for the child. 
After the decision for return home is made, the medical 
examina tion and transportation are completed as bef ore place-
ment. After the medica l examination, the worker talk s with 
the parents of ea ch chi ld about the final medical recommen-
dations and how they mi ght be carried out. · In some instances, . 
it is decided at t his 11oint whether the parents will take re-
. 
sponsibility for ·clinicvisits or whether the social worker at 
the hospital will be a sked to a ssume responsibility. 
The principal of the school is sent the transfer card 
and the recommendations of the teacher. Sometimes the school 
is visited to get permission for the child to have rest peri-
ods. If another a gency is interested in the family, it is 
provided ·with a report of the child durin g placement. 
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Discharge and Continued Supervision 
As both the children and their parents have been prepared 
for discharge, the parents may call for the children if cir-
cumstances . perrnit. Usually a single follow-up visit is made 
to determine how the child is adjusting at horne and whether 
medical recommendations are bein g carried out. 
In some cases continued supervision of the child in his 
own home is maintained. Generally this has not been necessary 
because changes anticipated as necessary before placement have 
been carried out. Many parents have made changes in the en-
vironment, fixing up separate rooms a nd beds, looking for 
better qua rters, and in some instances moving to an environ-
ment which approximated the country· atmosphere of Sharon. 
Changes have been made in diet and thought given to planning 
a regime that would assure the child of adequate rest without 
treating him as different from other children. Parents have 
expressed appreciation both of the physical improvement of 
their children and the gain in social maturity. One of .the 
indications of their realization of the importance of prouer 
care has been their eo-operation in continuing clinic visits. 
Continued help has been given when further rearrangement 
of the environment seemed necessary. Sometimes when no appre-
ciable change could be made immediately, the children have had 
difficulty in adjusting to crowded conditions and refer to the 
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difference from Sharon. 
preted to the parents. 
The child's attitude has been inter-
The worker has emphasized to the child 
his advantages in being able to return to normal activities. 
Some difficulties in adjustment have resulted from the 
fact that often necessity demands that the child assume great-
er responsibility than that to which he has been accustomed. 
Often the play time is cut do1m, and the other children have 
to care for the younger ones, run errands, and help with the 
house work. There is a great change from the child's position 
as the center of attention of his family to his place as a 
unit in it. There is the consciousness of the withdrawal of 
gifts and the lack of solicitude that accompanies return from 
sickness to health. 
In some cases even when parents seemed to have absorbed 
much education about the care of a child ·with rheumatic fever, 
problems of adjustment have arisen after the child's return. 
When the doctor discharges these children, he considers them 
able to return to normal activity. The parents are told this 
as well as the fact that precaution must be taken a gainst 
getting infections, becoming over-tired, or engaging in unduly 
strenuous activities. With an understanding of the fact that 
recurrences are possible, the parents have insisted on too 
strict a regime and interfered with the schooling and play 
activities of the children. At these points the worker has 
had to make interpretation and help in making saner arrange-
ments. In one case a mother decided not to permit her little 
girl to attend school in the afternoon. The worker arranged 
with the school for rest periods which would not interfere 
with the child's education. 
In some ca ses children who gave no trouble at the Sana-
torium about observing regulations for rest an d play have 
suddenly become unrestrained at home to the despair of parents 
Here the worker has t a l ked with the child and helped to work 
out a program for which t he child himself could t ake responsi-
bility without depending on his parents for direction. 
The major part of the work i s done, however, pr eceding 
and during pl a cement when emphasis is put on education so that 
both parents and child can understand what i s necessary for 
future care and assume responsibility when the child returns 
ho me. Supervisi on thus mainly concerns itself wi t h helping 
the child to adjust to changes in environment. 
In some cases where it was deemed that supervision mi ght 
have been of value because of attitudes on the part of parents 
(either disregard of precautions because the child was con-
sidered well or over-solicitous attitudes which hampered the 
development of i ndependence), it was not possible t o give 
supervision because t he parents showed such a strong desire 
to resume total responsi bility. In t he case of the child 
whose father remarried durin g placement, she vms prepared for 
the changed circumstances, but the worker felt it would be 
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advisable to supervise to see bow she adjusted to the situa-
' 
tion. The stepmother, however, seemed to feel that this con-
stituted doubt of her ability to care for the child, and 
supervision had to be discontinued. 
Summary 
The aims of social service in this experiment are sever-
al. One is to help evaluate the types of care to determine 
whether it meets the emotional as well as the physica l needs 
of the children and whether additional services are necessary. 
Another is to detennine in what areas as a matter of organi-
zation the social worker can be most helpfUl. Both· of these 
aims include efforts to understand the various services that 
are being offered and how they can best be co-ordinated to 
assure the most effective service to the children under care. 
The method of approach to these problems has been a care-
ful individualization of each child's personal and family 
situation and the building of good relationships among those 
concerned in the care of the children tl'..rough conferences and 
the sharing of experience and observation. 
In consideration of the possible general applica tion of 
this type of care in the treatment of rheumatic fever the 
social worker has endeavored to set up controls by selecting 
ch ildren on the basis of a good social prognosis in so far 
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as this could be determined by a study of individual needs 
and problems. 
Procedure has divided itself naturally according to the 
various stages of placement. The principles governing each 
stage have been steps in a total plan for .helping the parents 
and t he children to accept the problems brought about by ill-
ness and the need for placement away from home. They have 
also concerned the use both parents and children have made 
of the placement situation to further their acceptance of 
resoonsibility both for the growth of the child and his 
physical care. Throughout each stage education has been given 
the child and his parents as to what they can do in the pre-
vention of recurrences of rheumatic fever in accordance with 
their capacity and desire for this information. The education 
of the child and his trainin g in acceptance of responsibili-
ties in handling his limitations has been a part of the 
social service pro gr a m, but most of the direct work with the 
child has been under the suoervision of those in charge of 
his daily care. 
69 
Chapter VI 
Summary and Conclusions 
The experiment in open-air sanatorium care of children 
with rheumatic fever and rheumatic heart disease at Sharon, 
Massachusetts, was set up in reco gnition of the prevalence 
and handicapning effects of the disease and the lack of 
facilities for convalescent care of patients who could not be 
eared for in their own homes. Especial recognition was given 
to the f act that rheumatic fever is widespread among under-
nourished children crowded together in unhealthful environ-
ments and tha t adequate care is not available to this group. 
There were no conclusive results as to the type of care that 
would be most economical and effective, and attention was 
turned to experimentation as a step in enlarging community 
resources. 
The ba sis of this experimBn t in hospitalization of chil-
dren has been an attempt to learn whether a child with rheu .. 
matic fever in a carefully controlled, open-air environment 
could be kept free of respiratory infections and whether the 
infection itself res ponds favorably to treatment. 
Three organizations are co-operating in the project in 
order to furnish a well-knit program of medical and social 
services. Additional services have been arranged for the 
children by securing a teacher and an occupational therapist. 
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Prom October, 1938, to March, 1941, fifty-seven children 
have been cared for, forty-one of whom have been discharged 
from care. All but two or three of the children have come 
from the rheu..matic fever clinic of the Children's Hospital 
in Boston. 
The doctors in charge of the experiment have reported on 
its medical aspects in the article previously mentioned. They 
regard the results as excellent though they consider it too 
soon to analyze the various factors which have contributed to 
success. In view of thA success to date, the Sanatorium has 
decided to extend the type of care. The social agency also 
feels that further experimentation is warranted and will con-
tinue to furnish financial assistance and social services f'or 
a group of twenty children. 
We have been chiefly concerned here with the part the 
child-placing agency has played in this experiment. Its 
reason for participation may be found in its function to main-
tain study projects as a means of developing better methods 
of care for children with health problems and also to gain 
new insights into services required by this group of children. 
This type of care differs from other kinds of care for 
rheumatic fever children which the agency offers. and these 
differences have necessitated constant evaluation of proce-
dure as the work progressed. Because so much attention has 
been put on organizing its services and developin g methods of 
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co-operation, it is considered too soon to make a detailed 
evalu.a. tion of the social trea tmenlt which has been given the 
children and their families. Such a study at a later date 
should prove valuable. 
The essential difference of this type of care from others 
which the agency furnishes (besides the fact that the Sana-
torium is not under the administration of the agency) lies in 
its hospital-like ·set-up and the greater number of children 
cared for to gether. The atmosphere is more formal, the re-
gime more controlled, and the ~egulations much less adantable 
for the individual child. Consideration of these points has 
led to attempts to learn whether the emotional needs of the 
children can be met-. 
Basic needs such as the need for security and the need 
for growth and development have been considered. Op~ortuni­
ties for recreation, interesting occupation, education, and 
companionship with other children are provided. Tho se in 
charge of their daily care have given individual attention 
to the children as far as possible to make them feel accepted 
and liked. If the social worker discovered on the basis of 
study and observations of individuals that a child was un-
happy or not adjusting well, she attempted to find the cause 
and if necessary to determine how the various services at the 
Sanatorium can be adapted to change the situation. The method 
for seeking such change has been through conferences and a 
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steady building up of acceptance of the social service ap-
proach of individualizing the situation of each child. Of 
necessity when t wenty childre . are being cared for at one 
time, there is a limit to how flexible regulationcan be made. 
The a lternative is to help a child to adjust to the situa-
tion: as it exists through the medium of a satisfying personal 
relationship. 
As direct contact with the children during placement 
at the Sanatorium has been limited, the worker has had to rely 
on observations other than her own as to whether a child was 
adjusting well and limit herself to suggestions concerning 
any difficulties that arose based on her study of the child 
and his family previous to placement.' 
Most of the efforts in social treatment have been con-
centrated on the periods of intake and discharge and work i 
with parents of the children during placement~; The experi-
mental nature of this project has been kept in mind and care-
ful consideration given to the selection of children so that 
there would be some assurance that the benefits of care would 
not be undone when the child returned home. With this in 
mind education as to the care needed by a rheumatic fever 
child was emphasized in all phases of the work. 
Instruction about healthful surroundings for the child 
was also given to the parents. This led to considerable work 
directed toward helping parents make changes in environmental 
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conditions. This was done both by giving information as to 
what changes were necessary and by helping the families to 
get financial assistance. 
As a background of services offered, the meaning of the 
illness to both parents and child and the degree of their 
acceptance of the illness were considered in the light of 
helping them to adjust to the care deemed necessary by the 
doctor and to any other difficulties entailed. The educa-
tional program was adapted to these factors so that emphasis 
could be put on helping the parents and the child to consider 
him as normal and capable of accepting responsibility for 
himself even if some limitation of activity should remain. 
The fact that placement away from home is a traumatic 
experience governed work at each stage. The meaning and 
emotional implications to each individual concerned condi-
tioned the plan of treatment. 
Attitudes of both parents and children concerning both 
illness and placement were decisive in determining whether 
the major emphasis of social service should be on help to 
the parents or to the child, keeping in mind that primary 
responsibility is to the child. Continued work with families 
took place even after any problems were cleared up to main -
tain a co-opera tive attitude and to keep before the parents 
the fact that responsibility for the child's care rests with 
them. 
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Certain general points ha:ve resulted fro m t he experiment 
and determined t he socia l agency's decision to continue in 
further testing of the type of care offered a s well as sug-
gested certain areas for study concernin g the place o~ social 
service. 
The f a ct tha t t he children have been free from infection 
and recurrences of rheumatic fever during t heir stay at the 
Sanatorium and the f act that they showed a steady and uninter-
rupted gain in t heir general health have made it seem that the 
type of care is rational and deserves further study. The 
costs of care in relation to other kinds have yet to be stud-
ied, but both the Sanatorium and the social a gency consider 
it economical. 
The children have not seemed unhappy or hampered in ad-
justment by the more formali zed atmosphere of the Sanatorium. 
Both they and theirfamilies have used the instruction that has 
been given them durin g the child's care. It is considered 
probable that this has resulted in large measure from concrete 
examples afforded them by observing the program of care at the 
Sanatorium. 
The parents have expressed almost universal approval of 
the care t he children received and showed confidence in their 
decision to permit placement. Along with the fact that there 
have been no outstanding maladjustments on the part of the 
children, this suggests that emnhasis on preparing the par-
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ents and children for placement and stressing their co-opera-
tion can alleviate many of the difficulties it may hold for 
them. A significant factor may be that hospital care is pos-
sibly less threatening to parents than a more intimate foster 
home group might be as the matter of substitute parents is 
not so apparent. Repeated interpretation to narents about 
the care of the child has been planned to avoid the difficul-
ties inherent in taking away the parents' responsibility for 
the child during his long period away from home. This has 
been offset also by helping the child take responsibility con-
cerning his program of care and learning to live happily and 
busily in spite of any restrictions. The value of case-work 
services at the point of discharge have been increasingly re-
vealed in order to help in the more complete resumption of 
responsibility by the parents and children. 
The area of work which is being subjected to more in-
tensive consideration is that of the social service responsi-
bility in the daily care of t he children. More direct work 
with the children seems desirable and attention is being 
concentrated on how t his may be brought about. 
Several phases of this experiment remain for further 
study in the future. Particularly necessary is a study of 
how children have progressed after discharge. This needs to 
be related to the analysis of social prognosis made at the 
beginning of pla cement. The methods and results of social 
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treatment in helping children and their families to accept 
and use the care as a growth experi ence need to be evaluated. 
The experiment needs also to be related to other types of 
care as to cost, results of treatment, and especial advantages 
as a method of social as well as medical treatment. 
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